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Common Sense About 
Heart Disease 


By Oca S. Hansen, M.D., F.A.C.P., Medical Division, 
Nicollet Clinic, Minneapolis, Minnesota 


HE average patient feels free to ask the trained nurse a great many 
TL ssestions about medical matters and often takes more stock in 

information received from her than in what the doctor says. The 
dental hygienist must stand prepared to answer questions, not only on 
dental matters but on general questions pertaining to the physical welfare 
of her patient. 

“Will my heart stand this treatment?”, “Don’t you think I am too 
weak to have a tooth out?”’, “Can I take an anesthetic?”’, “Will re- 
moval of a tooth cure my heart trouble?” These and many more ques- 
tions with appended symptoms, diagnoses, opinions and fears come to 
the dental hygienist every day of her life. 

What is heart disease and its causes? 

What is heart trouble and its causes? 

What are the likely emergencies that may arise? 


What can you do to help your patient who either has or thinks she 
has heart disease? 


Heart disease, actual disease of the heart, either of pericardium (cov- 
ering, endocardium (lining, including valves) and myocardium (muscle) 
is due in general either to infections, or to degenerative processes. Con- 
genital malformations occur, but are comparatively rare, and if serious 
enough to give symptoms or signs usually cause death in early life. 

Infectious Processes. Of the infections rheumatic fever heads the 
list. Heart disease is only one of the manifestations of a systemic in- 
fection, probably by a streptococcus which is thought to gain entrance 
through infected tonsils, and may cause chorea, joint pains and heart 
involvement. Even long after the attack of rheumatic fever or chorea, 
which has announced the presence of this type of infection, a low grade 
inflammation and healing with scar formation goes om throughout the 
body tissues. Valvular disease, with leakage known as regurgitation or 
insufficiency, or with partial closure or stenosis are end results of this 
process in the heart valves. Practically all cases of organic heart disease 
in persons under middle age are due to this cause. Syphilis rather in- 
frequently causes a chronic disease of the heart and is particularly prone 
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to attack the walls of the aorta causing leakage of the valve, or a bulging 
of the aortic wall known as an aneurysm. 


Degenerative Processes. Most cases of heart disease occurring at 
or after middle age are due to the degenerative effects of high blood 
pressure or of arteriosclerosis. Hypertension or high blood pressure is 
associated with a shutting off of the blood supply in the smaller arterioles, 
at first by spasm and later by scar-like deposits. It causes heart disease 
in two ways, by reducing the blood supply to the heart muscle, and by 
requiring the heart to pump with unusual strength to force the blood 
through the narrowed vessels of the rest of the body. Imagine pumping 
water through a hose to water a garden. Step on the hose with in- 
creasing pressure and the work of the pump becomes increasingly diffi- 
cult and finally impossible. The heart at first becomes hypertrophied in 
order to do its additional work, and then as more and more of the heart 
muscle degenerates on account of reduced blood supply it fails in its 
losing fight. Arteriosclerosis, hardening of the arteries, is a normal old 
age change, and begins in each person as soon as he stops growing. Thick- 
ening of the blood vessel walls may affect most markedly the less vitally 
important of the organs, or may happen to affect first and most ex- 
tensively the heart, in which case the mechanism is much the same as 
was described for hypertension. The progress may be rapid or slow. It 
may take the form of angina pectoris, sudden severe but transient attacks 
of heart pain due to temporary shutting off of an area of heart muscle 
circulation, usually during extertion, or coronary thrombosis in which 
there is a permanent destruction of a portion of the muscle. 

A heart may be seriously damaged but still able to carry on ade- 
quate circulation for ordinary needs, and is said to be well-compensated. 
It has developed strength enough to make up for the damage. But 
sooner or later it is likely to show signs of failure or decompensation. 
The patient gets out of breath on slight exertion at first and later develops 
congestion of his internal organs and swelling or dropsy of his tissues. 
A patient may recover repeatedly from attacks of decompensation, especial- 
ly if he is comparatively young. An elderly patient with the degenerative 
type of heart damage seldom recovers to his former level, but continues 
to show gradually increasing signs of failure. Sudden death is an ex- 
tremely rare accident in the presence of rheumatic heart disease. Slow 
and gradual failure with death from bronchopneumonia is the rule. The 
patient with degenerative disease is more prone to sudden failure but 
is more likely to go through a long process of failure with ample warning 
when death is approaching. . 
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Heart Trouble. A patient with organic heart disease does not have 
symptoms except when the heart begins to fail. He is not likely to think 
or talk about his heart unless there is a good medical reason for doing so. 
The great bulk of patients who are conscious of their hearts and con- 
stantly concerned about them do not have heart disease, but only heart 
trouble, which is due to an unstable condition of the general system or 
the nerves. The heart is usually normal and the patient is in no danger 
of heart failure either disabling or fatal. His symptoms are due to 
functional causes and not to organic ones. He always feels that he is 
in a serious condition, and spends his time going from doctor to doctor 
trying to find one who will agree with him. Such symptoms may arise 
in a person otherwise stable, who has suffered a severe shock from illness, 
fear or worry, and disappear when he is reassured as to the organic 
soundness of his heart. 


Disturbed function of the thyroid gland, particularly hyperthyroidism, 
causes functional heart trouble which may develop into serious and per- 
manent heart damage. Systemic infection, particularly tuberculosis, may 
cause palpitation and rapid heart rate, which is serious because of the 
underlying infection, but does not do any actual damage to the heart. 
Severe anemia may cause functional heart symptoms which if prolonged 


may lead to permanent changes in the heart muscle. Aside from these 
conditions the patient with a diagnosis of functional heart trouble is more 
likely to escape organic heart disease than the average person, for he 
takes better care of himself on account of his symptoms and his fears. 
Symptoms referable to the circulatory system in a young person, in the 
absence of organic heart disease, can practically always be considered 
unimportant. The same symptoms coming on at middle age in a per- 
son previously free from them often indicate the development of de- 
generative disease in the blood vessels, particularly of the heart. Effort 
syndrome or neurocirculatory asthenia is the name applied to a set of 
symptoms, including among others rapid heart rate, palpitation (con- 
sciousness of heart beat) and pain over the heart (precordium) after 
excitement, exertion and fatigue. There is no evidence of disease of the 
heart, but the patient is handicapped seriously by his symptomatic ailment, 
although it never shortens his life. 


Symptoms and Their Significance. Symptoms are the patient’s own 
account of abnormal feelings, and are likely to come in groups, and not 
singly. The duration, severity and onset of symptoms and the patient’s 
manner of telling them indicate to a large extent whether he has a 
serious heart condition or not. The woman who tells a gay story or 
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a tragic one of so-called “heart attacks” after excitement gives you the 
clue to their nervous origin by her manner of telling. She is dramatiz- 
ing in an unconscious attempt to escape from an unpleasant situation or 
from boredom. One woman who is repeatedly worried by her hus- 
band’s gambling sprees, and the financial uncertainty of a reduced pay 
check gets “heart spells’ whenever she has been through a scene with 
him. Unfortunately, she has a heart murmur, wholly unimportant and 
associated with a perfectly compensated heart, but one that she has been 
told about by examining doctors. She is ready at a moment’s notice to 
stage an attack, and has convinced herself that the dramatization is real 
and that she will die soon. But her evident joy in her gloom and her 
refusal to accept reassurance as to the harmless nature of her murmur 
show that she is putting on a play, and for two reasons, to frighten or 
shame her husband out of his gambling, and to give herself a sense of 
importance. 


Fainting, a loss or partial loss of consciousness, does not mean heart 
disease. It was formerly common in young girls, but since the develop- 
ment of good nerve and muscle tone by athletics and other activities 
this habit has gone out of style. It may occur under strain of excite- 
ment or fear and is due to the blood supply leaving the brain, and flow- 


ing out into the blood vessels elsewhere, chiefly to the network of veins 
inside of the abdomen, which is temporarily dilated. In a young person 
the heart is never to blame. In an arteriosclerotic individual fainting 
is occasionally due to a circulatory disturbance in either heart or brain. 


Palpitation means consciousness of the heart beat. It may or may 
not beat faster or harder than normally, but the patient feels the beating 
himself. After unusual excitement and exertion, as a race, anyone can 
feel his heart beat uncomfortably for a short time. The patient who 
is constantly under nervous stimulation or excitement feels his heart beat 
in spells and after the slightest exertion. But it is due to a sensitiveness 
of his nervous system and not to anything wrong with his heart, and he 
is in no danger of failure. Palpitation may occur in certain heart irregu- 
larities and in goitre, but does not increase the seriousness of the situation. 

Cyanosis, blueness of the skin, especially of hands and feet, and some- 
times of face and ear lobes, is shown most strikingly in congenital heart 
disease, and is present in certain of the valvular heart diseases, especially 
mitral stenosis, when compensation is failing. It is commonly present in 
tall young people who have grown rapidly and is due to a poor tone of the 
vasomotor nerves. It may last beyond the adolescent period. Cold, 
clammy, bluish hands and feet and a bluish mottling of arms and legs may 
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suggest poor circulation to the patient who is likely to attribute it to some 
heart abnormality. Except in known heart disease with failure the con- 
dition is harmless and is likely to be outgrown. 

Murmurs are sounds heard over the heart with the stethoscope due 
to eddies in the blood stream. A brook may run silently in a smooth bed 
but becomes noisy as soon as it flows over stones or other obstructions. 
Murmurs are heard in valvular disease, but are also present in perfectly 
normal hearts. Medical judgment and experience is required to tell which 
are due to organic causes and which to functional. Even a valvular mur- 
mur may be harmless if the heart is well compensated, and sometimes the 
smallest and least important leakage sets up currents which bring about 
an exceptionally loud murmur. A patient should not feel either fright- 
ened or doomed if a murmur is found, perhaps on an insurance examina- 
tion, but should go to a sensible physician to get an estimate of its signifi- 
cance. Comparatively few murmurs mean heart disease and the only harm 
they do is to frighten the patient. 


Irregularities may or may not be serious. Occasionally an intro- 
spective patient will count his pulse and find that his heart slows and 
speeds up again every few seconds when he is resting and the rate is low. 
This is a normal irregularity and varies with the phases of respiration. 
Another patient tells you that he feels his heart give a jump or a flop 
and then go on regularly again. The pulse feels as if an occasional beat 
were left out. This is known as an extrasystole or premature beat and 
indicates an increased irritability of the heart muscle, and is of no serious 
import. It may be annoying and uncomfortable, and is a good reason for 
looking for digestive or toxic causes, such as flatulence (gas) or too much 
tobacco, but it is not a sign of heart disease. Occasionally a patient will 
have a sudden attack of rapid heart rate due to a series of such beats 
originating in an abnormal point in the heart muscle known as paroxysmal 
tachycardia. Auricular fibrillation is a total irregularity of the heart ac- 
companying heart disease or goitre which may be serious in its more rapid 
stages but can usually be controlled and slowed down in rate by digitalis 
medication. Heart block is a rare but serious disturbance in rhythm. The 
rate may suddenly drop to twenty or less beats per minute, or may come 
to a permanent stand-still. _ 

Pain. In a young person pain in the heart region may indicate gas, 
intercostal neuritis, nervousness or a dozen other things, but not heart 
disease. In a person at middle age or past it must be considered serious 
until is is proved innocent, especially if it comes on after exertion. Arter- 
iosclerosis of the coronary arteries either as angina pectoris or as shutting 
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off of a branch by a thrombosis (clot) is a frequent cause of pain under 
the sternum and over the heart, and a good cause for caution in carrying 
on an dental procedure involving strain. 

Breathlessness (Dyspnea) may be noted on exertion by the cardiac 
patient as an early sign of failure and go on to the hopeless struggle for 
breath of the advanced stage. On the other hand, air-hunger and deep 
sighing are usually interpreted by the patient as evidence of heart disease, 
but really mean only a state of nervous unrest. Sometimes a deep breath 
exhaled into a spirometer, for measuring vital capacity, will prove to him 
that he is physicially able to get a normal amount of air into his lungs, 
and that he couldn’t possibly stop breathing if he tried to. 

Dropsy (edema) is a late and serious stage of heart failure. It is 
usually seen in the ankles first, as an accumulation of fluid in the tissues, 
so that pressure with the finger or a tight shoe strap leaves a pitting or 
depression. Later it involves the internal organs (lungs, liver, brain and 
kidney) and the soft tissues throughout. There are other causes for swell- 
ing of the feet, but its occurrence demands the opinion and judgment of 
a physician. A patient in this stage of heart failure is not likely to have 
extensive dental work undertaken, but if extraction must be done for re- 
lief of pain there is no immediate danger involved, but the absorption from 
the socket may cause much more reaction than in a healthy individual and 
may be just the added straw that overloads the failing heart. 

Examination: The patient who has or thinks he has heart disease 
either has had or will have diagnostic procedures carried out that he will 
want to talk over with his dentist or his dental hygienist, either for sym- 
pathy, information or advice. 

The old family doctor got practically all his information from talking 
to the patient. “Stick out your tongue” was only a gesture that made 
the patient feel he was getting inside information. In the days of starched 
dickeys and corset stays, getting down to examine at the skin level was 
almost a major operation and not considered good form except in charity 
wards. 

In spite of the much lauded methods of modern diagnosis the good 
doctor still gets most of his information from asking the patient questions 
and observing and weighing the material obtained and the way the 
patient himself looks and acts. 

The other methods of diagnosis give much added information and 
correct or modify the impressions previously gained. Percussion, tapping 
with the finger to bring out the dull sound made by the heavy muscle of 
the heart in relation to the air of the lungs, tells the shape and size of the 
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heart. Auscultation, listening with a stethoscope, gives the quality of the 
heart sounds and detects the presence of murmurs. Feeling the pulse gives 
information about the rate and rhythm of the heart and the condition of 
the blood vessel walls. 


Blood pressure determination is important, but it is so common a part 
of general conversation, so much overestimated in importance and so fre- 
quently misinterpreted that one could wish for a law against taking it ex- 
cept in the most desperate case. The figures vary so much between indi- 
viduals and in the same person under different circumstances that it is im- 
possible to set a definite figure as normal. ‘Two readings are taken into 
account, the systolic pressure which is the high reading made during the 
height of pressure in the arteries and the diastolic, representing the ten- 
sion in the arteries between heart beats. A systolic pressure of 150 or 
above and diastolic of 100 or above are considered abnormally high. Low 
pressures are relatively unimportant except in the course of a severe illness. 
The blood pressure in most people is higher on the first examination and 
drops as the patient gets over his anxiety. 

Fluoroscopic examination gives information about the size and shape 
of the heart and aorta, and electro-cardiographic tracings record the con- 
dition of the heart muscle. Examination of the retina of the eye with an 
ophthalmoscope, which throws a beam of light through the dilated pupil, 
shows the blood vessels as they are, and gives valuable information, espec- 
ially in hypertension and arteriosclerosis. 


CARE AND TREATMENT 


Most important is an intelligent understanding of the underlying 
condition and an honest explanation to the patient to reassure him and 
to get his confidence. It is impossible to undo the damage already done 
by infection and degeneration in a heart muscle or valve. All efforts 
should be directed towards stopping further progress by removing as far 
as possible the load of infection, strain and fear. Reduction of weight is 
important, especially in the elderly and obese, and increase in nutrition in 
the young and asthenic. Digestive disturbances should be corrected by 
proper habits of eating, eliminating, and thinking. 

Anesthesia is a constant source of fear to the patierit who has either 
heart trouble or heart disease. As a matter of fact on anesthetic does no 
harm to the heart. Adrenalin should be avoided in hypertension cases, 
but otherwise there are practically no dangers except the patient’s own 
fears. 

(Concluded on Page 23) 
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To Live Most and To Serve Best 


By Vera C. RANDALL, New Haven, Conn. 


« EALTH is that quality of life that renders the individual fit 
H to live most and to serve best.” “Personal Hygiene Applied,” 
by Dr. J. F. WituraMs. Its definition is broad, but it omits 

no aspect of life. Not health alone, but life itself is the goal. 

“Health is not an end in itself—but rather a condition to be attained, 
because without it one is less useful than one might have been, and handi- 
capped at the start. What is needed is more of the right kind of edu- 
cation about health and the program of living, as will insure good health. 

“Assuming that in everyone there is an infinite and restless desire to 
get into the life of the world—to share any and all life that is hot and 
urgent, or cool and clear—we can tackle this infinite task in two ways: 

“By trying to understand the universe in the samples of it which 
come to our ken, and to draw from these bits of knowledge which typifies 
and represents the whole. That is science. 


“By trying to serve. When we try to serve the world (or to under- 
stand it) we touch what is divine. We get our dignity, our courage, our 
joy in work because of the greatness of the far-off end always in sight, 
always attainable, never attained. Service is one of the ways by which a 
tiny insect like one of us can get a purchase on the whole universe. If we 
find the job where we can be of use, we are hitched to the stax of the 
world, and move in it.” “What Men Live By,’ by R. C. Casor. 

The desirability of good health being taken for granted, and the 
schools being the best and proper place for contact with the child, we 
should begin in the preliminary schools to inculcate good health habits. 


Development of the individual child should be considered first. It 
is important to emphasize the fact that problems of hygienic living touch 
the whole life, therefor society must be careful to provide for each indi- 
vidual the most appropriate and the best life opportunities possible. 

Education must involve the physical aspects as well as the mental 
aspects. Health should be in practice as well as in theory, and should be 
correlated with every subject in the school curriculum. 

The greatest resource of the nation from a broad standpoint, is the 
health of its people. Training and education are the great determining 
forces. ; 

The aims of health education are the following: 

1. To instruct children and youth so that they may conserve and 
improve their own health. 
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2. To establish in them the habits and principles of living which 
throughout their school life, and in later years, will assure that abundant 
vigor and vitality which provide the basis for greatest possible happiness 
and service in personal, family and community life. 

3. To influence parents and other adults, through health education 
program for children, to better habits and attitudes, so that the school may 
become an effective agency for the promotion of social aspects of health 
education in the family and community as well as in the school itself. 

4. To improve individual and community life of the future; to in- 
sure a better second generation and a still better third generation; a 
healthier and fitter nation and race. 

Keeping in mind the above objectives, one can readily see that the 
health habits, knowledge and attitudes acquired by the child should be 
motivated both in the home and in the school. The home and school 
should cooperate in functioning for the betterment of the child. 

School Health Service is the successful operation of all agencies aim- 
ing to improve or protect the personal and environmental conditions of the 
child. 

It must be the aim of every school or system of schools to have as 
ideal a program of health education as possible. Among the activities 
included are the following: 


Health Examination. 

Weighing and Measuring. 

Follow-up Program for the Correction of Remediable Defects. 
Daily Health Inspection. 

Clinics. 

School Feeding. 

Special Classes. 

Immunization Program. 


Hygiene and Sanitation of School Equipment. 


Hygiene of Instruction. 
Mental Hygiene. 
Health of the Teacher. 

13. First Aid and Safety Education. 

The Board of Health cooperating with the Board of Education, under 
whose jurisdiction the health program should be, results in a well con- 
ducted procedure. 
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The principal should have a full understanding. ‘There should be 
appointed health coordinators, school physicians, school dentists, nurses, 
dental hygienists, and physical education instructors. All this staff in co- 
operation with the teacher work together for the success of the following 
program. 

The Summer Round-up affords the opportunity for the examination 
of the child during the summer months, so that he may enter school in 
the fall, free from defects. This enables the child to grasp his school work 
better, and be happier. 

The Health Examination should be given at least once a year, and 
should be made pleasurable as well as profitable; objective rather than 
subjective. Its chief functions are: 

1. To detect as early as possible cases of infectious and contagious 
disease for isolation of the child. 


2. To discover physical defects and chronic ills in order that the 
limitations of the child may be understood,—and to remedy defects. 


3. To inculcate the habit of an annual health inventory. .A success- 
ful Health Examination should lead to 


1. Assurance that the health is normal. 
2. Discovery of actual or potential defects. 


3. Development of plans and procedures for 
(a) Maintaining normal health. 
(b) Remedying defects. 


Weighing and measuring should be recorded at least once a month. 
Height should be taken every three months. Weighing and measuring 
as general landmarks of growth are a means of enlisting interest in the 
practices of healthy living. ‘They serve as an incentive to better health 
habits in persuading the child to change the weight recorded. 

There should be Health Service rooms in every school with the neces- 
sary appointments. Parents should be present at the health examination if 
possible, thus eliminating follow-up work to some degree. This would 
also bring closer contact between the school and the home, and aid in 
parental education. 

The follow-up program should be under the direction of the principal, 
or some school committee, with the chairman responsible. 

Parents should be notified as soon as possible after the examination. 
A uniform follow-up notification for the whole school or community is 
preferable. Forms should be mailed to the home, or carried by the child 
in a sealed envelope. 
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Visit the home and invite the parents to visit the school. Higher 


satisfaction results from personal contacts. 

Daily Health Inspection should be given in the elementary school each 
day, by the classroom teacher. The health inspection has the following 
objectives to accomplish. 

1. To motivate the inculcation of desirable health habits. 


2. To note early signs of illness among children and to refer such 
cases to the proper authorities. 
3. To exercise immediate control of contagious diseases. 
4. To educate. 
Teachers must be trained to detect abnormalities, and inspect for those 
things that can be measured objectively. In all cases the development of 
health consciousness must be avoided. 
The teacher, standing with her back to the light and greeting each 
child with a smile, examines in the following manner. 
1. Have each child pause for a moment in front of the teacher. 
2. Look into his eyes to note general behavior. 
3. Observe skin—face—neck—scalp. 
4. Have child draw down own eyelids to detect for pink eye granu- 
lated lids. 
5. Observe condition of ears. 
6. Open mouth. 
(a) Examine teeth. 
(b) Tonsils. 
(c) Mucus. 

7. Observe condition of nose. 
(a) Breathing. 

8. Note palms and backs of hands. 

9. Observe finger ‘nails. 

The Daily Health Inspection should meet the following standards: 

1. Pleasurable and not disagreeable. 

2. Encouraging and not discouraging. 

3. Interesting rather than monotonous. 

4. Act as a vital part of health teaching and not as an unrelated 
activity. 

This inspection should be given at a definite timé, preferably the first 

thing in the morning, and the teacher should be alert at all times for any 
indications that may appear. 


1. Sore or inflamed throat. 
2. Fever or hotness of the skin. 
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Earache. 
Faintness, dizziness. 


Nausea, chills. 

Running nose. 

Red or inflammed eyes. 
Swollen glands of the neck. 

The Daily Health Inspection offers an opportunity for individual 
achievements. Students should participate in this examination. Original 
games, posters and various activities go to stimulate interest. 

Standard vision tests should be used for eye examinations. Instruc- 
tion in simple rules of eye hygiene should be given. See that the light 
comes from over the left shoulder. Reading pages should be from twelve 
to fourteen inches from the eye. 

Hearing tests are important. Children with less than normal hear- 
ing should be assigned seats in the front of the room. 

Clinics, such as prenatal, baby, dental, vision, nutritional, and open 
air, should be available, preferably under the jurisdiction of the Board of 
Education. 

School feeding is a great health education opportunity. It secures the 
interest of many parents, and it may become a medium wherein the for- 
eign mother is brought in touch with American customs. 

Milk and crackers could be given at the mid-session lunch, while at 
noon a good nutritious hot dish should be served. Milk should be regarded 
as an additional food, never as a substitute for lunch. 

Food should be prepared attractively and at a low cost. It must be 
healthful. Sufficient time must be given for eating properly, and sitting 
comfortably. The school lunch room should be a happy place. Proper table 
manners must be encouraged. The children learn to know the foods that 
are good for them. Cool, pure water should be easily available. 

Suggest that the children make food maps and posters to stimulate 
enthusiasm. 

A compulsory rest period follows the noon day lunch, at which time 
the child is taught how to relax, and how to sleep. Little canvas cots, or 
clean heavy wrapping paper laid upon the floor, may be used. 

Specially trained teachers are required for Special Classes. The most 
outstanding of these classes are: 


1: ‘Lip reading. 

2. Open air classes for tuberculosis. 
3. Conservation of vision. 

4. Speech defects. 
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5. Orthopedic defects. 
6. Cardiac defects. 
7... Mentally retarded. 


Theoretically, communicable diseases are preventable, depending upon 
the educated public. The school can do little except to teach the child 
his responsibility to society. 

The teacher looks for any cases for isolation that might have trans- 
missible disease. Exclusion of a child with early coughs, colds, and sore 
throat for about three days would help considerably. The child may be 
readmitted after essential requirements have been fulfilled, such as 

1. Examination of the child by parents at home before coming to 
school. 

2. Morning health inspection by the teacher in the classroom. 

3. Case still suspicious, referred to designated authority, by the 
teacher. 

The parents should be educated to the advantages of vaccination, the 
Schick test, Dick test, and others for immunity. 

Hygiene and sanitation of buildings and school equipment is highly 
important. Location should be as ideal as possible, well-drained and in 
a quiet place. It should not be near a Railway crossing, or in too much 
traffic. There must be adequate space for play and recreation. All fire- 
proof construction should be used. Cleanliness and attractiveness should 
be maintained. Ventilating, heating and lighting should be of the approved 
type. Floors should be of concrete, overlaid with maple, to keep down 
the dust. In the kindergartens, linoleum is used in place of the’ maple. 
Ceilings and walls may be painted white, light cream or green, using the 
dull finish to avoid glare. All desks and seats should be removable and 
adjustable. Sanitation of wash and locker rooms is most important. Ade- 
quate supplies should be always available. These rooms should be under 
definite supervision. 

Thought regarding the Hygiene of Instruction should be practiced. 
The arrangements of the school day, school subjects, and the length of the 
recitation periods need to be carefully adjusted. The methods of teaching 
should take care of the special needs of the children, and help them. to 
adjust themselves to environment. 

Teachers should be given an annual health examination, as well as 
the children. 

They should receive more instruction in health education. 

1. Supervisor of hygiene of school might give talks. 

2. Conferences with teachers. 
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3. See that they have plenty of literature about health. 

4. Ask teachers for their ideas. 

5. Suggest ways of correlating health with all other subjects. 

Training institutions must educate its students in health. The teacher, 
to be thoroughly trained, must appreciate the value of health education, and 
of attaining and retaining good health for herself in order to “sell” health 
to the pupils. It should be the duty of these institutions to fit graduates to 
fulfill their health duties to themselves, the pupils, and the community. 
This training would not qualify the teacher to take the place of the school 
nurse or physician, but as she is in more constant contact with the child, 
she has opportunities to observe the child in more significant situations. 

Safety education teaches the child what to do as well as what not 
to do. 

It stimulates toward safety. 

It teaches to recognize accident situations. 

It causes immediate reaction to the situation. 
It develops social consciousness. 

Fire drills are given at least once a month. 

Safety Patrols and Safety Councils should be formed. 

Every teacher must know the fundamentals of First Aid, and how to 
administer her knowledge. Each building should be equipped with a first 
aid cabinet, with an emergency outfit and a book of instruction. 

To secure the cooperation of the parents, the following is suggested: 

Visitations to homes. 

Invitation to parents to visit school, 

Utilization of the Parent-Teachers Association. 

Assignment of home projects to the child. 

(a) Plan meals for a day or week. 

Monthly report card including both mental and physical record. 

Health demonstrations for parents given free of charge. 

health education the whole child has to be considered. We are 
building selves. Health habits must be knit into understanding and built 
into the child’s very personality, so that he sees and feels the “why” of 
it, and can act intelligently as a result. 

School authorities should be concerned with all measures for conserv- 
ing and improving the health of the school child. 

1. To secure the highest attainable health of body, mind and person- 
ality of every child. 

2. To utilize wherever possible health service situations as favorable 
opportunities for contributing to the health education of the child. 
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The school and its facilities are better constituted and adapted to 
provide needed treatment than any other available agency, therefore, strive 
always to bring about the ideal, remembering 
“If you come to a place that you can’t get through, 

Or over or under, the thing to do 

Is to find a way “round the impassable wall, 

Not say you'll go your way or not at all. 

You can always get to the place you're going, 

If you'll set your sails as the wind is blowing. 

If the mountains are high, go round the valley; 

If the streets are blocked, go up some alley; 

If the parlor-car’s filled, don’t scorn a freight 

If the front door’s closed, go in the side gate. 

To reach your goal this advice is sound 

If you can’t go over, or under, go ’round!” 
“It Can Be Done’—JosEPH Morris. 


Sugar and Teeth 


{From the Abstract Service of the Council on Dental Therapeutics—Oct. 1st.] 

HERE is considerable interest at the present time in the question of 
"| see and the place it should occupy in the dietary program. Sugar 

is a carbohydrate which is readily transformed by the body into 
energy. 

On the other hand questions have frequently been raised as to the 
possible dangers which might come from the overconsumption of sugar. 
The claim has also been made that a liberal consumption of sugar favors 
dental decay. 

As a result of animal experimentation, it has been found that diets 
which are most conducive to dental caries are those which are unbalanced, 
that is they do not contain a proper proportion of proteins, carbohydrates, 
fats, inorganic salts and vitamin bearing foods, and it appears that the bal- 
ance of the food constituents appears to be the most important factor in 
caries production. 

Any diet in which sugar takes a large place is necessarily an unbal- 
anced ration and is, therefore, favorable to dental disease. An experiment 
carried out by a group of University of Michigan workers has demon- 
strated that in a large group of children on a well-balanced low sugar diet, 
dental caries was reduced to a negligible quantity, even though adequate 
dental service or personal care was not provided. The data submitted by 
this group are suggestive for further study.— (Journal A. D. A., February, 
1931, page 354.) 
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The Importance of Pre-Operative 
Care in Hare-Lip Cases 


By Martruew N. Feperspiel, B.Sc., D.D.S., M.D., F.A.C.S., Head of 
Department of Plastic and Oral Surgery, Medical and Dental 
Schools, Marquette University, Milwaukee, Wisconsin. 


covered externally by the skin, and internally by the mucous membrane. 

In the middle part of the outer surface of the upper lip is a vertical 
depression, groove-like in appearance, called the philtrum. The inside of 
the upper and lower lip in the middle line joins the gum tissue of the 
corresponding jaw by a fold of mucous membrane called the frenum. The 
covering of the margin of the . ps is mucous membrance, which is thicker 
and drier than that of the oral cavity called the vermillion border which 
is well defined. 

In the middle line of the border of the upper lip and at the lower 
end of the philtrum is a slight elevation, the labial tubercle. On each side 
of the labial tubercle the vermillion line points upward, and then gently 
curves downward to the angle of the mouth. In the lower lip the vermil- 
lion border is greater in the middle line from which it curves gently up- 
ward to the angle of the mouth. 


7. the human mouth at the entrance are two fleshy folds, the lips, 


In a healthy person, the vermillion border of the lips are of a bright 
red color and lightly wrinkled. The thickness varies in individuals. This 
is also true of the amount of redness exposed. 

The formation of the upper lip is brought about by the union of the 
maxillary globular and frontonasal processes in embryo. Should these 
processes fail to unite the result is a defect called HARE-LIP. 

The nomenclature used in the description of this deformity does not 
resemble the cleft of the hare’s lip, which is located in the medium line 
bifurcating to each nostril, but may effect any part of the lip. 

The cleft in the lip of the human being may exist as a mere notch 
in the vermillion border, or it may continue into the floor of the nose. 

Hare lip may be divided into 


(a) Single or unilateral hare lip (complete—incomplete ) 
(b) Double or bilateral hare lip (complete—incomplete ) 


The above classification applies to the usual cases that come to the 
Oral Surgeon for correction. 
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Frequently one finds cases of incomplete hare lip where the tissues 
above the fissure are not of normal thickness. The covering is nothing 
more than the skin. It is smooth, does not contain hair follicles and sweat 
glands. The color is more red and appears to be somewhat like mucous 
membrane. It may appear like an old scar. 

In some cases the streak of abnormal skin extends to the floor of the 
nose, and the nostril is usually wider than the opposite one. These patients 
when operated on should have all of this abnormal thin covering removed, 
and cared for like a complete hare lip in order to obtain a good result. 

The shape of the nose in complete hare lip is very characteristic. The 
nostril is broad and flattened out. 

The cleft of the lip is more common on the left side than on the right. 
Rose reports that Muller found 142 left sided against 62 right sided clefts. 

Mason, out of 65 cases found 54 to be unilateral, and of these 35 left 
sided to 19 on the right. 

Kolliker mentions that 165 unilateral clefts, 113 were on the left 
side, and 62 on the right. 

In my own observation of 80 cases I find that 70% had a cleft on 
the left side. 

Double hare lip is a condition where the fissure may be complete or 
incomplete on both sides, or it may be complete on one side and incomplete 
on the other. 

When the fissure is complete on each side the nostrils are flattened 
outward. The vermillion border on each side of the fissure extends into 
the nostril. The central part of the lip frequently extends forward on 
account of the protrusion of the osincisivum which it covers. 

When this occurs the alveolar process has a double cleft which united 
at about the position of the anterior palatine canal, and then may extend 
backwards as a single cleft of the hard and soft palate. 

In a large number of cases where there is a single hare lip and a single 
cleft of the alveolar process the premaxillary bone is turned outward and 
protrudes, causing the nose to be shifted to one side. In such cases the 
vomer is usually deflected. 


WHEN To OPERATE 


As a general rule the repair of a hare lip should be dene just as soon 
after birth as is possible. I usually operate on these cases three to four 
weeks after birth. While the earlier operation is considered imperative, 
the surgeon must take into consideration the degree of the deformity, and 
the amount of vitality the patient has. Frequently patients possess a low, 
viality due to inherited weakness, or to inability to receive nourishment 
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properly owing to the cleft of the lip and palate. I do not believe that a 
set of rules can be laid down as to when to operate, as it is up to the 
surgeon to carefully weigh and consider the patient’s vitality and resistance 
‘to withstand the shock of the operation, or any complication that may arise. 


‘TREATMENT—PRE-OPERATIVE CARE 

When a child is born with a hare lip the mother should not be allowed 
to see the infant until the borders of the lip are brought together as close 
as is possible, and held so by a strip of adhesive tape. 

It is well to inform the parents that the deformity can be corrected 
by an operation, and that results are usually very good. 

It is of great importance that practitioners who are present at the 
birth of a child with a hare lip should see to it that the holding of the 
borders of the cleft are held together, or nearly so, with adhesive tape. 

The chief reason for this pre-operative care is that the pressure 
brought about by the adhesive tape will greatly assist in molding the lip 
so that the fissure becomes more narrow. In patients who have a cleft 
of the lip and alveolar process such treatment often aids in reducing not 
only the width of the lip cleft, but also narrows the cleft of the alveolar 
process. 


I have seen a number of cases where such pre-operative care within 
three weeks caused a wide extensive cleft of the lip and alveolar process 
to be considerably narrower. 

When one observes a child with a hare lip crying or laughing the 
sphincter-like action of the orbicularis oris muscle cannot functionate norm- 
ally, so that when contraction occurs each half of the lip pulls away from 
the center, and therefore exaggerates the deformity. If, however, the 
borders of the lip are held together with adhesive tape the child in the act 
of crying or laughing will fail to widen and evert the edges of the cleft. 
The tendency then will, by muscular pull, cause the cleft of the lip and 
alveolar process to become more narrow during the growth of the child. 

The narrowing of a cleft during the pre-operative care is of great im- 
portance to the surgeon in obtaining a better and more cosmetic result. 

In cases that have a complete cleft of the lip and alveolar process, 
and palate, some surgeons recommend the closing of the alveolar cleft first 
and then at a later time the cleft of the lip, especially so if the Brophy 
operation is to be performed, as the surgeon has better access to the palate. 
However, I have abandoned, in most cases, this method for the reason 
that after the cleft of the lip is closed the sphincter-like action of the 
orbicularis muscle will usually mold the alveolar cleft so that its borders 
approximate. 
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In such cases after the cleft of the lip and alveolar process are united 
I close the palatal cleft several months later. At no time have I found 
any difficulty in closing the hard and soft palate, to arise from a previous 
operation on the lip. 


Should the Dental Hygienist 
Course Be Extended to 
Two Years? Why’ 


By Puytuts M. Quinsy, D.H., Des Moines, Iowa 
D URING the past few years there has been much discussion among 


school superintendents, dentists and administrators of our training 
schools as to whether the course now offered to the dental hygien- 
ist is adequate to prepare her for all the fields now open to the profession. 
In other words, can a profession requiring only one year as a standard, 
bear competition with the many sister professions having higher standards? 

Each of the above persons has argued this question from his own view- 
point, and therefore much has been said in favor of both the affirmative 
and negative. If the proof of the pudding is in the eating, I think that a 
dental hygienist who has actually been in practice in various fields of the 
work should perhaps be a fair judge of this question also, and I am going 
to be bold enough to discuss this in the affirmative. . 

Before going any further, I shall have to bring to your notice, the 
fact that, at the present time our training schools differ as to the length of 
the course and also in the subjects offered for study. A few schools have 
now a two year course while many still favor the one year standard. If 
the famous statement, “United we stand, divided we fall,” holds true, can 
we afford to have this distinct difference in our training? Will this not 
have a tendency to classify our schools? Is it fair to expect the same 
results from girls who have been trained so differently? 

Today is the age of progress in its fullest form and competition is 
keener than ever. The old and wise expression that “If is the survival of 
the fittest” is more in evidence every year. The person who is most highly 
trained, and can apply herself most efficiently to any situation is naturally 
the one to succeed; the one who will make a success of her profession. 


When the doors of our training schools were first opened to us twelve 
or fifteen years ago, undoubtedly the course was planned to suit our needs. 
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We were such a new profession and had not even tried our wings; were 
not sure how the world would accept us and did not know the wonder- 
ful opportunities nor how many interesting fields dental hygiene would 
evolve. Had these things been realized, I feel confident that our training 
would have been a more extensive one in order that we would have been 
better prepared to accept our challenges when they came. 

Let me discuss here just one phase of dental hygiene in order that I 
may make my point clear. Undoubtedly the most golden opportunity that 
came our way was the chance to go out into the field and educate the 
people through our public schools, colleges and industrial agencies. As I 
am most interested in public school work, I shall use it as an illustration. 
Did we accept the challenge to take up this important work? We did to 
the very best of our ability. We took courage in hand and stepped out 
boldly to match ourselves against people who were in every way our super- 
iors so far as education was concerned. 

First of all the school superintendent who must not only be con- 
vinced of the need of our program in his schools but must also be impressed 
by the way in which it is presented. This means contact with all kinds of 
problems; the political one which is not easy—the classroom teacher who 
has spent from two to four years qualifying for her position and finally the 
public health and medical nurse who have had to spend even more time 
to fit themselves for the responsibility of educating the public. We could 
mention many others such as the nutrition worker, the mental hygienist and 
so on. Surely we cannot have the broadminded view-point, the tact or even 
the good judgment that these more highly trained workers have and con- 
sequently many errors have been made. Such errors as not being familiar 
with the correct educational methods, using negative material, talking over 
the children’s heads and stressing too many points at one time. All these 
things have brought criticism from the educational field and even now 
we do not know exactly just how we will adjust ourselves. I am not 
intimating by this that all of us have made these errors and that all the 
school programs are not a success. We have many girls that have done 
an excellent piece of work due to their sense of judgment and their initia- 
tive. But, in the long run we are handicapped due to our lack of educa- 
tion. If there is any place that one does need a sound educational back- 
ground it is when working with the public. 

Some girls are looking forward to the day when they may become an 
administrator. Here again, many are not qualified. How can we lecture 
to teachers and students in our training schools and yet not have as much 
education as they have had. To be sure, we know about dental hygiene 
and may be their superiors in that way, but prestige is what counts every 
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time in a big position and in order to have prestige one must have a 
broader education. Does this mean that at this time we have no ad- 
ministrators in the field? Certainly not. We have many who are hold- 
ing these positions but the majority of them have had either previous 
college training or availed themselves of the opportunity to attend summer 
school or college. 

Before closing, I want to name several subjects that I think should 
be included in the curriculum for a broader course of study. Sociology, 
public speaking, principles of teaching, methods of education, child psy- 
chology, advanced English, nutrition (advanced) and many others that 
would make the course elastic enough for girls to choose the field they 
wanted. 

In summarizing let me say that I hope that the day is near at hand 
when our training schools will answer our challenge for higher standards 
of education so that our profession too, will progress as others have done 
before us. Are we as a profession going to stand by and take the course 
of least resistance and lowest standards, or are we going to grow with the 
ever-increasing needs and raise our standard to the highest level possible ? 


COMMON SENSE ABOUT HEART DISEASE 
(Continued from Page 9) 

Aromatic spirits of ammonia is a quick stimulant that should be kept 
in the dental office, and amyl nitrate may be inhaled by the occasional 
patient with angina pectoris. Aspirin does no harm to the heart although 
there is a widespread fear of it, because of the uncomfortable sensations 
that it produces in some individuals. 

Patients are prone to grow discouraged with the conservative attitude 
and treatment of the honest physician and turn to quacks who promise by 
rubbings or snappings or electricity or prayers to dissolve away the scar 
tissue in heart valves or muscle. Obviously the only value of such pro- 
cedures is the psychic one of giving confidence and hope. Often this end 
justifies the means and the patient should be permitted and encouraged to 
avail himself of them. 

The dental hygienist can help the patient most by obtaining intelli- 
gent information from the medical man who knows the case and then 
adopting a common sense attitude in the matter. The honest doctor is 
willing and anxious to give her his information and views about the 
patient, and will welcome her sympathetic help in managing the situation. 
He will consider her one more member of the professional team which 
brings strength and health to those who call to them for help. 
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Editorial 


RECIPROCITY 


TUDYING the dictionary carefully the other day, I 
learned that the word “Reciprocity” is but another one 
of our American short-cuts to say as much as possible 

in the shortest way. This word is really the “Golden Text” 
spelled with eleven letters. As such it is well adapted to 
our profession; a profession where even our newest advo- 
cates are considered pioneers. Subject many times to crit- 
icism that may or may not be just, we must bear constantly 
in mind this word and the meaning it implies. 

Where our organization is concerned we must learn to 
give and take. We must if we expect to receive the benefits 
it offers, support it both morally and financially. We may 
not approve of all the actions of this body, but we are 
forced to accept them because we have not considered it 
worth-while to become members. Once a member may 
prove to us that what we think is not right may be for the 
best interest of the profession. 

As a group of workers we are not unlike the people of 
“Covered Wagon Days.” Widely separated over a vast ter- 
ritory there are for some, only an occasional letter to keep 
them in contact with what is going on elsewhere. They are 
existing without new ideas to put either enthusiasm or in- 
terest in their work. 

To carry on a successful program year after year, some- 
thing new must be offered, but where are the new ideas to 
come from unless Conventions.are attended and magazines 
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representing the work of the profession read? As a member 
of the organizations these advantages are to be had, other- 
wise not. Is it fair to the person paying our salary to re- 
main as we were when we graduated? We look forward 
each year to an increase in remuneration but are we, in all 
fairness to ourselves entitled to it unless we have progressed 
with the times and shown ourselves worth it? 


Dentists who employ the dental hygienist are progres- 
sive—eager to give their best to their patients and use every 
means available to obtain the newest in Dentistry. Those 
who are ahead in that field attend meetings they think will 
benefit them; read laboriously in search of new ideas. If 
we are to keep up with this profession, and we must; we 
cannot appear indifferent, but aim as they do to find the 
new things that will perfect us. 


Dental hygienists have been regarded as careless about 
contracts. With the promise of something better, they have 
been known to accept new positions without a thought of 
what it would mean to their employer. Positions have been 
actually sacrificed because of someone who has not had 
proper consideration for contracts whether written or 
verbal. 


In the teaching and some other professions, contracts 
are treated carelessly too. Due to the fact that they are of 
longer standing they are considered more necessary, the 
moral obligation is not considered and someone is always 
employed to take the place of the person just left. Not so 
with ours; we are too young to have proved to all the value 
of our service and positions, as said before, have been sac- 
rificed many times. 

For these reasons, it would behoove us all to take more 
seriously the criticisms that come to us. Do by our profes- 
sion as we would have it do by us. If we have a position we 
should do all in our power that that position entails even 
though it may mean sacrifice. We must be enthusiastic, in- 
terested, thorough—lend all our efforts to make our profes- 
sion a successful one. We must practice RECIPROCITY. 
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Question Box 


Questions you desire answered should be received by the Editor on or be- 
fore the fifth day of the month preceding publication, in order to be answered in 
the forthcoming issue of THE JOURNAL. 


1. What are the requirements necessary for obtaining a position as 
Dental Hygienist in a private office in Pennsylvania? 


Answer. One must be a graduate of a recognized school for Dental 
Hygiene; must pass the State Board of Examinations and serve eight 
months’ interneship in Public Health Work such as public school, hos- 
pital or institution. 


2. In arranging for monthly meetings of the component or local so- 
cieties in the various states, what suggestions may be offered for interest- 
ing programs? 


Answer. Topical discussions are always good. Have individual mem- 
bers assigned for certain subjects which may be in the form of a paper. 
After the subject has been thoroughly covered by the person in charge it 
is open to discussion by the other members. 


A Question Box has always met with approval. Each member pre- 
sents a written question which is then answered and under discussion in 
the same manner as the Topical Discussion. 


Speakers on such subjects as Nutrition, Psychology, Story-Telling, 
Children’s Dentistry, etc., make very interesting programs. 


3. Is it compulsory in a state that maintains Local, State and Na- 
tional organizations to belong to all three? 


Answer. One may belong to the local without belonging to the 
other two in some States but it is not possible in any State to belong ta 
the State without also becoming a member of the National. It would be 
splendid if the time should come when it would become compulsory every- 
where. A great many belong to the local organization but show no in- 
terest in the others. The membership in the local society will stimulate in- 
terest locally but we need the same interest nationally if we are to further 
outside interest in our profession. 
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The Dental Hygienists Association of the 
State of New York 

HE Eleventh Annual Meeting of the Dental Hygienists Associa- 
[ion of the State of New York took place at the Hotel Pennsylvania, 

New York City, May 13th, 14th, and 15th, 1931. The opening ses- 
sion, Wednesday evening, was a very gratifying one in attendance—the 
large South East Ballroom being nearly filled. The Meeting was pre- 
sided over by the president, Miss Evelyn Gunnarson. Addresses of wel- 
come were given by Miss Martha Kavanagh of the New York City As- 
sociation and by Dr. George Vanderpool, president-elect of the Dental 
Society of the State of New York. The response from up-state came from 
Miss Mary Owen of Buffalo. Miss Agnes F. MacNeil, president of the 
Dental Assistants’ Association of the State of New York, also gave a 
greeting. A very interesting address was given by Dr. C. D. Van Alstyne, 
Supervisor of Oral Hygiene, State Education Department, Albany, New 
York. 


Thursday morning, May 14th, was given over to a unique program as 
part of the State Program—that of a Playlet, “The Realm of Tooth- 
land,” written and directed by Miss Esther Markowitz, of New York 
City. It was an interesting and delightful spectacle, played by the chil- 
dren of the Health Service and Dental Clinic of Christodora House, 
New York City. 

Thursday afternoon, May 14th, opened with greetings from Dental 
Hygienists representing their societies from all over the State. Following 
these greetings were two important papers. The first, ““Teeth in Relation 
to the Total Personality,” given by Dr. William Berman of the Depart- 
ment of Neurology, Mt. Sinai Hospital, New York City, and the second, 
“Relation of Teeth in Behavior,” by Dr. Ira S. Wile, noted lecturer and 
Assistant Pediatrician at Mt. Sinai Hospital, New York City. 

Friday morning was given over to a Membership Breakfast, following 
a precedent of last year. Perhaps this will soon be called an “Annual 
Membership Breakfast.’’ This year it took place at the Hotel Governor 
Clinton, Florentine Room. The primary purpose of these breakfasts is to 
bring the state members together and learn what each society is doing for 
membership. Last year a silver loving cup was presented to the society 
securing the most members during the year. The Capitel District (Al- 
bany) won it at that time. In order to retain the cup as a permanent 
possession it is necessary to win it three times in succession. Tension was 
high at this breakfast, wondering just who was going to be the lucky one 
this year. The presentation, made by Miss Evelyn Gunnarson, disclosed 
the fact that Buffalo won the honors this year. Their society is small and 
they had worked hard to secure their new members. 
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A new society was brought to light at this breakfast, which, it is hoped 
will soon be a component one—Watertown, N.;Y. Miss Alta Gates was 
the sole representative and very gladly told of the formation of the new 
society, its activities and ambitions. The Membership Breakfast was charm- 
ingly presided by Miss Eugenia J. Somma, of New York City. 

Later in the morning the Topical Discussions were held, conducted by 
Miss Mabel Erckert, New York City. Four phases of dental hygiene were 
discussed: Private Practice, Hospital, Schools, and Ethics. Much informa- 
tion can be gained at these open discussions where hygienists may freely 
ask questions and air their troubles, knowing that there will be someone 
who can give them advice and help. It was noted that Dr. Van Alstyne 
was a guest at this meeting, and was finally persuaded upon to give his 
opinion on one of the questions. 


From nine until one o’clock of this same day the exhibit for the 
Dental Society of the State of New York was held. There were also per- 
manent exhibits to be viewed at one’s leisure. In the afternoon the Asso- 
ciation was honored in having for its speaker, Dr. Lois Hayden Meek, 
Director of the Child Guidance Institute of Columbia University, who 
talked on “Development and Guidance of Children.” The subject was 
well covered and proved extremely interesting. The report of the delegate 
to the American Dental Hygienists Association was then given by Miss 
Blanche A. Doyle, of New York City, our delegate to Denver in July 
1930. The report was most interesting and thorough. 

Following this came the Annual Business Meeting, including election 
of and installation of officers. Miss Gunnarson, whom we have been happy 
to have as president for two years, made a very touching farewell speech 
and turned over the symbolic gavel to Miss Blanche A. Doyle, the incom- 
ing president, who received it with a gracious speech of acceptance. She 
paid a glowing tribute to Miss Gunnarson and then spoke of a desire to 
carry on so that this society would become an outstanding one intellectu- 
ally and educationally. 

Officers elected to serve for 1932 were: President, Blanche Adeline 
Doyle, New York City; Vice-President, Ferna I. Kendall, New York 
City; Recording Secretary, Virginia Peiffer, Rochester, N. Y.; Corres- 
ponding Secretary, Mabel J. Erckert, Long Island City; Treasurer, Mary 
Elizabeth Kelly, Albany, N. Y. 

Mabel J. Erckert was elected delegate to the American Dental Hy- 
gienists Association Convention at Memphis, Tenn., October 19-23, 1931. 

Mase. J. ERcKERT, 
Corresponding Secretary, 
Long Island City, N. Y. 
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Component State Society Officers 


California 


VOGELMAN 
1041 53rd Street, Oakland 


WEALTHY FALK 
708 American Trust Bldg., San Jose 


Colorado 
»:'dent—ELEANOR SOMERVILLE 
414 14th St. Denver 


cvetary—ANNA KELLER 
1952 Larimer St., Denver 


Connecticut 
President—EvELYN J. MAHER 
185 Church St., New Haven 
Secretary—ESTHER HAUSER 
111 W. Main St., Waterbury 


District of Columbia 
President—Mrs. JANE Grow 
1801 Eye St. N. W., Washington 


Sccretary—JOSEPHINE TAYLOR 
1460 Irving St. N. W., Washington 


Florida 
President—CELtA PERRY 
1002 Huntington Bldg., Miami 
Secretary—Iva HILLYER 
85 Northeast 50th St., Miami 


Georgia 
President—Mrs. Lucy KENNEDY 
State Dept. of Health, Atlanta 
Secretary—Lou E. Lawson 
710 Chandler Bldg., Atlanta 


Hawaii 
President—Mrs. ANNA HAUGHTON 
1550 B. Kairatti Lane, Honolulu 


Secretary—Mkrs. KuRAMOTO 
2129 Ladd Lane, Honolulu 


Iowa 
President—FANNY HOFFMAN 
Hospital Dept.,Ames State Coll., Ames 
Secretary—PHYLLIS QUINBY 
2801 Rutland Ave., Des Moines 


Maine 
President—CELia SMITH 
Box 311, Kennebunk 
Secretary—EsTHER KELLY 
815 Trelawney Bldg., Portland 


Massachusetts 

President—A.ice LEGGATT 

140 The Fenway, Boston 
Secretary—ANNA KIMBALL 

39 Hamilton St., Braintree 

Michigan 

President—RuTH ELDERT 

8860 Manor St., Detroit 
Secretary—DeELLA N. BAKER 

Apt. 3, 1650 W. Grand Blvd., Detroit 


Minnesota 
President—E\1LEEN COLEMAN 
1149 Churchill St., St. Paul 
Secretary—HENRIETTA LANGLAND 
961 Osceola Ave., St. Paul 
Mississippi 
President—EILeEN COOPER 
1222 Washington St., Vicksburg - 


Secretary—LEILA CLEMENTS 
858 6th Ave., Laurel 


New York 
President—BLANCHE DOYLE 
100 West 59th St., New York 
Secretary—MABLE ERCKERT 
18 East 48th St., New York 


Ohio 
President—RowENA BAKER 
1673 Lewis Road, Lakewood 
Secretary—Ray Morse 
1304 Sec. Nat’l. Bank Bldg., Toledo 


Pennsylvania 
President—MarGartT BAILEY 
Temple Univ., Phila. 
Secretary—BLANCHE DOWNIE 
235 S. 46th St., Phila. 


Washington 
President—REGINA SHEEHAN 
517 Stimpson Bldg., Seattle 
Secretary—JOAN KoLLock 
Jr. Red Cross Clinic, Seattle 


West Virginia 
SARSFIELD 
Professional Bldg., Fairmont 
Secretary—Mary E. Jones 
904 Riley Law Bldg., Wheeling 


Wisconsin 
President—Mariz KLEINKOFF 
Lakeville, Indiana (Temporarily) 
Secretary—Mkrs. DoroTrHy LEHMAN 
4624 N. New Hall St., Milwaukee 
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The Convention at Memphis 


PPROXIMATELY sixty members, including the delegates from 
A sixteen states attended the first general session of the 8th annual 

convention held at the Chisca Hotel, Memphis, Tennessee, Mon- 
day afternoon, October 19th. Miss A. Rebekah Fisk presided, in the ab- 
sence of Miss Gladys I. Shaeffer, our President, who due to a recent ill- 
ness was prevented from attending the meeting. 

The session, being a short one, gave all who desired a splendid oppor- 
tunity to visit the exhibits in the Auditorium. Many of them were so 
worth while that it is to be regretted that there was not another day in 
which to make a more careful study. It was intended that they should 
have an educational value and no one was disappointed. 

To go into detail concerning the program for each day is really un- 
necessary. The speakers as announced in the October issue of the Journal 
remained unchanged and their papers will appear in ensuing issues of the 
Journal. 

Our delegates were indeed kept busy attending meetings and more 
meetings but the affairs of the Association must receive attention and they 
were happy in assuming their responsibilities. 

The social events of the convention were many and proved that “‘hos- 
pitality” in the South were not mere words. Every effort was made for 
the comfort of the guests and almost every form of entertainment intro- 
duced. Visits to nearby cotton plantations, a pickery, where damaged cot- 
ton is reconditioned and made ready for the market; in fact everything 
that was typical of that section of the country was brought to our atten- 
tion, and duly enjoyed. 

The colored “Jubilee singers” did their part as did all the others who 
entertained with music or dancing. Though present at every luncheon 
and banquet their last appearance was accepted with as much enthusiasm 
as the first. 

Our own formal banquet was as usual outstanding with Colonel 
Robert T. Oliver, Dr. C. N. Johnson, Dr. Thaddeus P. Hyatt, Dr. E. 
Melville Quinby, Dr. C. J. Hollister, Dr. J. D. Towner and Dr. and 
Mrs. Harvey Burkhart as our guests. Their talks were inspirational and 
made one feel that no task could be too difficult if it led to perfection in 
our chosen field. 

As a special feature of the convention, the New York State Society 
was presented with a beautiful loving cup. The cup was presented by 
Oral Hygiene to that state whose members would travel the most number 
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of miles to Memphis. New York had five members present while Cali- 
fornia had three. Had New York only as many members present as Cali- 
fornia, the honors would have gone to the last state. The great question 
is, who will win the cup next year? 

The luncheon on Thursday with the Tennessee girls as hostesses com- 
pleted our social activities. It was very well attended and once again the 
hospitality of the South was in evidence. 


There are perhaps many details that have been omitted; if so the 
writer is sorry and perhaps will refer to them some time again. Our meet- 
ing next year is in Buffalo, New York, and it is to be hoped that even more 
will find it convenient to attend than did this year. Each convention marks 
another milestone in our profession and its success is significant of our de- 
velopment. Let’s aim next year to have the best convention of all. Plan 


for it now. 


Archer Dental 
Hygiene Chairs 


Circulars sent on request 
Archer Manufacturing Co., Inc. 
187 N. Water St. 
ROCHESTER, N. Y. 
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Forsyth 
Dental Infirmary 
for Children 


The Fenway, Boston, Mass. 


FORSYTH-TUFTS 
TRAINING SCHOOL FOR 
DENTAL HYGIENISTS 


Training for Public Health Work, 
School Clinics and Private 
Practice. 


Eleven Months’ Course — Septem- 
ber to July, inclusive. 


Director: 


Percy R. Howe, A.B., D.D.S. 


BECOME AN 
EXPERT 
DENTAL 
ASSISTANT 


The services of well trained dental assist. 
ants are always in demand. Learn at 
home in your spare time or attend the 
Bosworth Dental Assistants School at 
Chicago. 


For Particulars Write 


Bosworth 
Institute 
Economic 


341 East Ohio Street 
CHICAGO 


University of California 
COLLEGE OF DENTISTRY 
San Francisco, California 
The next regular session in the school for 
Dental Hygienists opens August 18, 1930. 
The course of study covers a period of 2 
academic years of professional and ped- 
agogic training. The legal requirement 
in California for admission to the licens- 
ing examination includes two years of 
study. For information regarding the 
curriculum in Dental Hygiene 
address the Dean, 

First and Parnassus Ave., San Francisco 


The “Dr. Butler’? Tooth Brush 


Your most important instrument is the one used 
by your patients in their homes. If you will pre- 
scribe a hard unbleached “Dr. Butler” brush for 
night use and a hard bleached for morning use, 
after you have given your patients proper instruc- 
tions, you will find you are getting very gratifying 


results. 

If interested, a “Dr. Butler” brush in which- 
ever bristle you prefer will be sent you gratis, if 
you will advise us accordingly. 

JOHN O. BUTLER COMPANY 
7359 Cottage Grove Avenue Chicago, Illinois 


Now Ready 


THE BUSINESS 
SIDE OF 
DENTISTRY 


By EDWIN N. KENT, D.M.D. 


Lecturer on Conduct of Fractice, Harvard 
University Dental School, Boston, Mass. 
200 pages, with illustrations. 

Price: cloth, $4.00. 

HIS work is the outcome of an insistant 

demand for an ethical but straight to the 
point discussion of the problems to be solved 
in the attainment and maintenance of a prof- 
itable dental practice. The book is not the 
idea of one man but the accumulated experi- 
ence of many years of investigation and a 
careful analysis of many practices and prac- 
titioners. Contents—Dentistry as a Vocation; 
Dentistry as a Business; Psychology of Pro 
fessional Efficiency; Record Keeping; 
Dentist’s Fees; Credit; Routine Office 
cedure. Send for a copy today. 


C. V. MOSBY CO., Publishers 
ST. LOUIS, MO. 
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Officers and Trustees of the 
American Dental Hygienists’ Association 
1930-31 


President 
Grapys I. SHAEFFER........ Dental School, University of Pennsylvania, Philadelphia 


President-Elect 
EvELYN M. GUNNARSON...........------:-s00-0000e-00-0+ 475 Fifth Avenue, New York City 


Vice-Presidents 


Virst—IONE JACKSON.......... Dental School, University of Minnesota, Minneapolis 
Second—A. REBEKAH Fisk..............---- Walter Reed Hospital, Washington, D. C. 
Third—ELEANOR SOMMERVILLE....... ..Denver, Colo. 


Board of Trustees 


Cora L. UELAND, 1933................ Dental Hygiene Division, College of Dentistry, 
University of Southern California, Los Angeles, California 
Marie 304 Farwell Avenue, Milwaukee, Wis. 


Re Dental School, University of Pennsylvania, Philadelphia 


Mixprep M. GitsporF, 711 Doctors’ Bldg., Cincinnati, Ohic 

Mrs. M. Etta LEBtanc, 1931.............. 178 Marlborough Street, Boston, Mass. 
Secretary 

886 Main Street, Bridgeport, Conn 
Treasurer 

507 Main Street, Worcester, Mass 

Editor 
MarcareT H. JEFFREYS...........--.------ State Department of Health, Harrisburg, Pa 
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